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Social phobia is defined as a persistent fear of situations in which the person is exposed to possible scrutiny by others and fears that he or she may do something that will be humiliating or embarrassing (American Psychiatric Association, 1987) . Recent epidemiological studies (Myers et al., 1984) put the 6-month prevalence of social phobia at 0.9%-1.7% for men and 1.5%-2.6% for women. Despite its prevalence, social phobia has received less research attention than agoraphobia or the simple phobias and hence has been dubbed the "neglected anxiety disorder" (Liebowitz, Gorman, Flyer, & Klein, 1985) .
Exposure has played a major role in the treatment of phobic disorders and is often viewed as the treatment of choice (Barlow & Beck, 1984) . Although reports of exposure treatments for social phobia have just begun to appear, initial data suggest that exposure is also effective for social phobia (Heimberg, 1989; Heimberg, Dodge, & Becker, 1987 ). However, as Butler (1985) has noted, the variable and uncontrolled nature of social situations makes exposure treatments for social phobia more difficult to conduct than for other phobic patients. Furthermore, Emmelkamp (1982) and Butler (1985) have also speculated that social phobia may have a larger cognitive component than other anxiety disorders and that cognitive treatment, alone or in combination with exposure, may produce the most positive results. Studies that have examined cognitive restructuring packages such as rational-emotive therapy or self-instructional training have reported positive results (Emmelkamp, Mersch, Vissia, & van der Helm, 1985; Jerremalm, Jansson, & Ost, 1986; Kanter & Goldfried, 1979) , but it is unclear whether cognitive techniques enhance exposure treatments. Two studies reported that a combined package was superior to exposure alone (Butler, Cullington, Munby, Amies, & Gelder, 1984; Mattick & Peters, 1988 ) and one did not (Biran, Augusto, & Wilson, 1981) . We have speculated elsewhere (Heimberg & Barlow, 1988 ) that Biran's negative findings may be attributable to the fact that the cognitive procedures and exposures were administered separately. Arranging treatment procedures so that cognitive interventions immediately precede and follow behavioral procedures in the treatment session and in the natural environment should provide a stronger test.
Over the last few years we have devised a cognitive-behavioral treatment package that addresses the concerns raised above and by Butler (1985) and Emmelkamp (1982) . Treatment is conducted in groups and features the following components: (a) specific educational exercises for the development of skill in identifying, categorizing, and disputing problematic cognitions, (b) exposure to personally relevant feared social events as simulated in the therapy group by therapists and group members, (c) cognitive restructuring exercises that immediately precede and follow simulated exposures, (d) homework assignments for self-directed exposure to phobic situations between weekly sessions with self-administered cognitive restructuring before and after the exposure. A preliminary version of this package was tested with seven patients in a multiple-baseline design (Heimberg, Becker, Goldfinger, & Vermilyea, 1985) . After treatment, patients demonstrated significant reductions in anxiety as reflected in a series of behavioral, physiological, and subjective measures. These gains were maintained across a 6-month follow-up for six of the seven patients.
Few studies of the treatment of social phobia have included adequate control procedures. Fourteen of 17 studies reviewed by Heimberg (1989) utilized between-group designs, but 7 contained no control group and 5 included only a waiting list group. In the present study we sought to evaluate the effectiveness of CBGT in comparison with a credible placebo treatment. A comparison treatment was developed to control for the effects of therapist attention, treatment credibility, and expectations for treatment outcome. A preliminary study suggested that treatment rationales based on CBGT and comparison treatments produced equivalent evaluations of treatment credibility (Kennedy & Heimberg, 1986) .
METHOD Subjects
Twenty-seven men and 22 women who sought treatment at the SUNYAlbany Phobia and Anxiety Disorders Clinic participated in the study. After an initial telephone screening, patients were interviewed with the Anxiety Disorders Interview Schedule (ADIS; DiNardo, O'Brien, Barlow, Waddell, & Blanchard, 1983) or its recent revision (Barlow, 1985) . All participating patients were interviewed by clinical psychologists or advanced graduate students in clinical psychology and met DSM-III (American Psychiatric Association, 1980) criteria for social phobia. (A kappa coefficient of .905 has been previously reported for an ADIS diagnosis of social phobia; DiNardo et al., 1983.) Interviewers also rated each patient on the 0-to-8 Phobic Severity Rat- Mean duration of social fears ~ < 5 years 4 5 6-15 years 11 9 _> 15 years 4 9 As long as can remember 3 1 aThree CBGT patients failed to answer this question.
ing Scale (Watson & Marks, 1971) . Patients were included in the study only if this rating equaled or exceeded 4 (moderate impairment in daily functioning). Potential patients were excluded if they received a diagnosis of organic brain disorder, antisocial or avoidant personality disorder, or concurrent major depression, or received a score exceeding 25 on the 24-item version of the Hamilton Rating Scale for Depression (Hamilton, 1960) , which is incorporated into the ADIS interview. Patients were also excluded if they received a diagnosis of another anxiety disorder and the symptoms of the second disorder were judged to be as severe as, or more severe than, their social phobic symptoms. If a patient had a history of alcohol or substance abuse, a 6-month period of abstinence was required prior to involvement in the study. Demographic characteristics are described in Table I .
Procedure
Subjects were assigned to Cognitive Behavioral Group Therapy (CBGT) or the Educational-Supportive Psychotherapy Comparison Group (ES). There were four groups per condition, with four to seven subjects per group. Groups met weekly for 12 2-hour sessions. Subjects were assigned to treatment groups as they appeared at the clinic, but treatment groups were assigned to conditions on the basis of a predetermined, randomly ordered list. Before the beginning of treatment, subjects participated in a preliminary interview, in which their treatment was explained and individualized treatment goals were derived. They then completed pretreatment assessment, which included selfreport, behavioral, physiological, and clinician-rating measures. Assessments were repeated posttreatment and at follow-ups of 3 and 6 months.
Group sessions were conducted by male-female cotherapist teams. Therapists included a clinical psychologist (R.G.H.) and five advanced doctoral students in clinical psychology (including C.S.D., C.R.K., D.A.H., and L.J.Z.). 3 The first author served as cotherapist for two groups in each treatment condition and supervisor for the rest. Therapists received 10 to 12 hours of training in the conduct of each treatment and were supervised on a weekly basis. Audiotapes of all sessions were reviewed by R.G.H.
Treatments

Cognitive Behavioral Group Therapy
In session 1, therapists presented a cognitive-behavioral model of social phobia emphasizing the learned nature of social anxiety and the reciprocal influence of cognitive, behavioral, and physiological components of anxiety. During sessions 2 and 3, a didactic approach to the teaching of cognitive-behavioral concepts was adopted. Exercises developed in our research program or adapted from the work of others (Burns, 1980; Moorey & Burns, 1983; Sank & Shaffer, 1984) were utilized to teach patients to identify, analyze, and dispute problematic cognitions ("automatic thoughts").
Sessions 4-12 were devoted to simulated exposures, cognitive restructuring, and homework assignments. Each patient selected a target situation that was then simulated in the group. The roles of other persons or audiences were assumed by therapists, group members, or (occasionally) research assistants. Staging of the simulation was directed by the therapists, but instructions were provided by the target patient to the other participants on how they should behave.
Immediately before and after each simulated exposure, therapists and group members assisted the target patient in identifying, analyzing, and disputing the automatic thoughts associated with the exposure situation. During simulations, patients gave periodic ratings of their anxiety on the 0-200 3Janet S. Klosko also served as a therapist for one of our groups, Subjective Units of Discomfort Scale (SUDS; Wolpe & Lazarus, 1966) . These ratings were utilized in later cognitive restructuring discussions.
The importance of exposing oneself to anxiety-provoking situations and utilizing cognitive coping skills in real life was stressed throughout treatment. Homework assignments were made throughout treatment to facilitate this process. Early assignments were designed to aid in the acquisition of skills for cognitive restructuring. Later assignments were closely tied to simulated exposures. Patients were asked to place themselves in situations that were previously avoided or tolerated only with excessive anxiety. They were instructed to self-administer the cognitive restructuring procedures before and after the homework exposures. Homework assignments from the previous week were discussed at the beginning of each session.
During the final sesson, some time was devoted to review of homework and the conduct of simulated exposures. The remainder of the session was devoted to a discussion of what the patients had learned and how this learning might be applied in the future.
Educational Supportive Psychotherapy Comparison Group
ES combined educational presentations and supportive group psychotherapy. The initial session focused on introductions, ground rules, and the development of the treatment rationale. In the first portion of sessions 2-12, a series of lecture-demonstration-discussions was presented on topics of relevance to social phobic individuals: (a) definitions of fear, anxiety, and phobia, (b) theoretical formulations of social phobia, (c) fear of negative evaluation, (d) skills for effective conversation, (e) anticipatory anxiety, (f) physiological factors in anxiety, (g) assertiveness and interpersonal sensitivity, (h) perfectionism and the need for acceptance, (i) the need to be in control at all times, (j) an open topic, to be determined by the group, and (k) in the final session, an evaluation of the educational portion of the treatment. Homework assignments were given each week in the form of handouts that described the outline of the next session and posed questions for patients to consider. Written responses were brought to the following session and served as a basis for discussion.
In the second portion of sessions 2-12, group members shared their activities of the past week and concerns about upcoming anxiety-provoking events. They also suggested methods they may have used to cope with situations that were current for other group members. This support portion of each session was relatively unstructured. To assist therapists in keeping the discussion focused, a series of questions was provided for each session that was linked to the educational discussion in the first half of the session. Unlike CBGT, therapists refrained from providing specific encouragement or instruction for patients to seek out and confront phobic situations (i.e., exposure). However, patients were instructed to discuss whatever topics they chose and to use the group as a forum in which to prepare themselves for upcoming phobic events.
Assessment
Phobic Severity Rating Scale
This 0-8 clinician rating scale was administered pretreatment as part of the ADIS interview. It was repeated in an abbreviated interview at posttreatment and follow-up assessments by interviewers not involved in the subject's treatment.
Self-Report Assessment of Anxiety and Depression
Subjects completed several self-report questionnaires for the assessment of social anxiety and depression. These included the Social Avoidance and Distress Scale (SADS; Watson & Friend, 1969) , the Fear of Negative Evaluation Scale (FNE; Watson & Friend, 1969) , the Fear Questionnaire (FQ; Marks & Mathews, 1979) , the Personal Report of Confidence as a Speaker (PRCS; Paul, 1966) , and the Beck Depression Inventory (BDI; Beck, Ward, Mendelson, Mock, & Erbaugh, 1961) .
Behavioral Simulation
All subjects participated in a behavioral simulation of a personally relevant anxiety-provoking event. Simulations were designed to recreate situations that typically evoked high levels of anxiety (at least 75 on the SUDS scale). Since personalized stimulus situations have been found to produce greater arousal and behavioral disruption than standardized situations in previous research (Chiauzzi, Heimberg, Becker, & Gansler, 1985) , patients were not presented with identical stimuli. Examples of simulations included presenting material at a staff meeting, making a classroom presentation, or initiating a conversation with a person of the opposite sex. Graduate and undergraduate assistants (not involved in the subject's treatment) played the roles of audience or interaction partners during the assessment simulations.
Before each simulation, subjects were fitted with heart rate monitoring equipment (described below) and prepared for the simulation. Follow-ing a 3-minute adaptation period for the heart rate assessment, the experimenter described the scenario for the upcoming simulation and asked the subject to think about it for 3 minutes. Immedately after this "anticipatory phase," subjects were taken to another room in which the audience or role-play partners awaited. Subjects had been previously informed that the simulation would be videotaped, and this room contained video recording equipment in full view of the subject. The second phase of the simulation, the "performance phase," consisted of the 4-minute role-play. Thereafter, subjects completed the thought-listing and simulation ratings described below.
Subjective Anxiety and Performance Quality. Subjects reported their subjective anxiety in anticipation of and during the simulation on the 0-100 SUDS scale. Subjects were prompted for ratings at 1-minute intervals, resulting in three anticipatory and five performance SUDS ratings. After the simulation, subjects also completed 0-100 scales to assess the maximum anxiety they experienced and the quality of their performances.
Heart Rate. Subjects' physiological arousal was assessed with a portable heart rate monitor (Exersentry III, Model No. 51330, by Respironics, Inc.). During simulations, subjects wore the Exersentry around the chest beneath their clothing. The Exersentry processes an electrocardiogram signal, providing as output a logic voltage corresponding to the presence or absence of a beat. For present use, the device had been rewired so that the voltage signal was diverted from the speaker to a cassette recorder. Each beat produced a voltage change that was recorded on tape. The recorder was carried in a purse or camera case and remained relatively unobtrusive during the simulation. Heart rate (in beats per minute) was calculated for the first 30 seconds of the performance and the 30 seconds surrounding each SUDS rating given by the subject, providing a total of five heart rate measurements.
Cognitive Assessment. Cognitive activity in response to the simulation was assessed with the thought-listing procedure used previously with socially anxious college students (Cacioppo, Glass, & Merluzzi, 1979; Heimberg, Acerra, & Holstein, 1985; Heimberg, Nyman, & O'Brien, 1987) . Immediately following the simulation, subjects were given prepared forms and asked to record the thoughts they experienced during the performance phase, ignoring spelling, grammar, and punctuation. Graduate assistants later categorized thoughts as positive (facilitating relaxed and effective performance), negative (hindering relaxed and effective performance), or neutralunclassifiable. Interrater agreement for a sample of 17 subjects was 86% for positive thoughts and 95% for negative thoughts (kappas = .79 and .93, respectively). As an additional cognitive assessment measure, subjects also completed the Social Interaction Self-Statement Test (Glass, Merluzzi, Biever, & Larsen, 1982) .
Behavioral Measure. Videotapes of the performance phase of the simulations were analyzed with an adaptation of Paul's (1966) Timed Behavioral Checklist for Performance Anxiety (TBCL). The original TBCL was modified to fit present circumstances. Behaviors that could not be reliable detected on videotape (e.g., perspiring, blushing) were deleted, and others (e.g., nervous laughter) were added, yielding a total of 15 behavioral indices of anxiety. Audiotaped instructions prompted undergraduate observers to alternate between 10-second observation intervals and 10-second recording intervals. Behaviors could be scored only once per interval. Thus TBCL scores could range from 0 (no anxiety signs) to 180 (15 anxiety signs in each of the 12 intervals).
Before rating study data, observers were trained on videotapes from a previous study (Heimberg, Becker et al., 1985) . Training was considered complete when observers achieved the criterion of r = .80 with the scoring recorded by the trainer (C.R.K.). Study data were independently rated by four undergraduate observers, each rating between 56 and 105 assessment simulations. Coefficients of agreement ranged from .904 to .927, with a median of .909.
Treatment Credibility and Outcome Expectancy
To assess whether or not the treatments were equally believable and produced similar expectations regarding treatment outcome, the Reaction to Treatment Questionnaire (RTQ; Kennedy & Heimberg, 1986 ) was utilized. The RTQ, a questionnaire developed in the context of our research program, consists of three sections: (a) four questions developed by Borkovec and Nau (1972) to assess the credibility of treatment rationales, (b) nine items that ask subjects to rate their confidence that the treatment they received would effectively reduce anxiety in situations that have been demonstrated to be problematic for social phobics (Amies, Gelder, & Shaw, 1983) , and (c) four items that ask subjects to rate the severity of their anxiety now, after treatment, 1 year later, and 5 years later. The RTQ was administered during the first and fourth treatment sessions. 4 4In addition to other measures described in this paper, subjects also completed daily selfmonitoring records for a period of 2 weeks surrounding each assessment point. These records were intended to provide an assessment of the transfer of treatment gains into the natural environment. Unforttlnately, however, compliance with record-keeping procedures was low and the percentage of missing data unacceptably high. Since these data cannot be clearly interpreted, they have not been included in the present report.
RESULTS
Preliminary Analyses
Subject Attrition
Five subjects who received CBGT and four subjects who received ES failed to complete posttreatment assessment. Comparison of dropouts and completers on demographic variables revealed no significant differences. Analyses of pretest measures revealed a nonsignificant tendency for dropouts to appear more anxious on several measures. Dropouts (M = 57.89, SD = 14.54) did endorse more frequent negative self-statements on the SISST than completers (M = 45.72, SD = 15.27; F(1, 43) = 4.65, p < .04). They also tended to report more skepticism about the effectiveness of their assigned treatment than completers when assessed at the first session (RTQ-section a; Dropouts, M = 6.11, SD = 2.08; Completers, M = 7.40, SD = 1.46; t(41) = 2.01, p < .06).
Pretreatment Comparison of CBGT and ES Completers
No significant differences appeared in the analyses of pretreatment outcome measures. However, CBGT patients were more likely to be currently married, while ES patients were more likely to be previously married (divorced, separated, widowed), (X ~ (2, N = 49) = 7.32, p < .03). CBGT patients also tended to report a higher family income than ES patients (p < .09), presumably due to the presence of more two-earner families. Additional analyses of the potential confounding effects of marital status on treatment outcome are reported below.
Treatment Credibility and Outcome Expectancy
CBGT and ES were essentially equivalent on these dimensions. Groups did not differ in their assessment of the credibility of their treatments or the mean confidence they placed in the treatments for the remediation of specific social fears, when assessed at either the first or the fourth session. CBGT and ES patients were also similar in their predictions of immediate and longterm outcome. In general, patients in both groups became more pessimistic in their predictions of treatment outcome from the first session to the fourth. For instance, both groups expected to be significantly more impaired at posttest when queried at session 4 than at session 1 (p's < .05).
Assessment of Treatment Outcome
Twenty subjects from each treatment condition completed the posttreatment assessment. Seventeen subjects from each condition were available for the 6-month follow-up assessment. For most measures, posttreatment or follow-up scores were submitted to analyses of covariance (ANCOVA) with pretreatment score as the covariate. Within-group changes were examined with dependent-sample t tests. Because of the larger number of self-report measures of anxiety and depression, multivariate analyses were conducted in advance of the univariate tests for these measures. Sample sizes vary from analysis to analysis because of missing data. Because the pattern of results at the two follow-ups was very similar, only the data for posttest and the 6-month follow-up are reported.
Phobic Severity Rating Scale
The analysis of covariance of posttreatment ratings revealed a significant effect of Treatment Condition on phobic severity (F(1, 37) Figure 1 .) The phobic severity rating also provided an index of the number of patients who manifested clinically significant improvement. Improvement was defined as (a) a decrease of at least 2 points and (b) an end-point score below 4, i.e., below the level defined as clinically significant. According to these criteria, 15 of 20 CBGT patients (75%) were judged to be improved at posttest while only 8 of 20 ES patients (40%) were judged to be improved (x 2 (1, N = 40) = 5.01, p < .05). At follow-up, 13 of 16 patients in CBGT were rated as improved (81%) compared with 8 of 17 patients in ES (47%) (X2(1, N --33) = 4.16, p < .04). 5
As a check on the effects of marital status on treatment outcome, further analyses of the phobic severity rating were undertaken. A treatment condition by marital status analysis was not possible because of the uneven distribution of currently and previously married subjects (see Table I ), but single subjects could be compared with nonsingle subjects, separately by treatment condition. Fisher's Exact Tests revealed no significant differences in percent improvement between single and nonsingle subjects in either treatment condition at either posttest or follow-up assessment. Pooling across treatment conditions, nonsingle subjects were more likely to be classified as improved (78.6%) than single subjects (46.2%) at posttest (X2(1, N = 40) = 3.91, p < .05), but this pattern was no longer evident at follow-up (X2(1, N = 33) = 0.00, n.s. 63.6O7o improved). 5Different results may obtain from the application of different criteria. Jacobson and Revenstorf (1988) have suggested a twofold criterion for assessing clinical significance of behavior change when adequate norms on a measure do not exist. They suggest that (1) change should be statistically significant and (2) the individual subject must end up no less than 2 standard deviations beyond the mean of the dysfunctional population when treatment is complete. If we take the mean pretreatment phobic severity rating of the initial sample (M = 5.49, SD = 1.06; n = 49) to represent the mean of the dysfunctional population, then a subject would be required to achieve an end-point score of 3.37, similar to our criterion of a score of 3 or less. Jacobson and Revenstorf (1988) suggest that statistical significance be based on their reliable change (RC) index, i.e., the absolute magnitude of change divided by the standard error of the change score (as suggested by Christensen & Mendoza, 1986) . Applying the twofold criteria of Jacobson and Revenstorf to our data reveals a similar but more conservative pattern of outcome. At posttest assessment, 65°70 of CBGT patients and 40070 of ES patients are classified as improved. At follow-up, 69070 of CBGT patients and 35070 of ES patients are improved. 
Self-Report Measures of Anxiety and Depression
Multivariate analyses of covariance revealed no significant differences between CBGT and ES on the questionnaire measures at either posttest or follow-up. However, patients in both conditions showed significant multivariate changes from pretest to posttest (CBGT: F(7, 13) = 5.04, p < .006; ES: F(7, 13) = 2.92, p < .05). Each group showed significant change on six of seven self-report measures. For CBGT patients, the number and magnitude of significant within-group changes remained stable from prettest to follow-up (Multivariate F(7, 10) = 4.23, p < .02). For ES patients, however, overall within-group change fell short of significance at the 6-month followup (Multivariate F(7, 10) = 2.73, .05 < p < . 10). Weaker effects at followup for ES patients were accounted for by failure to maintain change on the main fear, social phobia, and total fear scores on the FQ. Subjects' scores on the self-report measures of anxiety and depression are reported in Tables  II and III .
Behavioral Simulation Measures
Subjective Anxiety and Performance Quality. Analyses of SUDS ratings revealed a number of differences between CBGT and ES (see Fig. 2 ). Both groups demonstrated significant reductions in anticipatory phase SUDS ratings at posttest (p's < .01). However, an ANCOVA with SUDS Probe as a repeated measure revealed a significant Treatment Condition × SUDS Probe interaction (F(2, 73) = 4.92, p < .01). Post hoc analysis of the interaction effect with Duncan's Multiple Range Test revealed that ES patients reported greater anxiety than CBGT patients at each SUDS probe. In addition, while CBGT patients' anxiety remained stable, ES patients' ratings increased significantly as the performance phase drew nearer. Analysis of posttreatment performance phase SUDS ratings revealed significant effects for Treatment Condition (F(1, 36) = 5.48, p < .03) and SUDS Probe (F(4, 147) = 4.33, p < .003). The interaction was not significant. CBGT patients reported significantly less anxiety (Adj. M = 19.86) during the behavioral simulation than ES patients (Adj. M ---31.17). Scores for the entire sample decreased from the first SUDS probe to the last.
At the 6-month follow-up, within-group change from pretreatment remained significant during both the anticipatory and performance phases for CBGT patients (t's(16) = 4.53, 7.99, p's < .001), but only for the performance phase for ES patients (t(16) = 2.71, p < .02). ANCOVAs revealed significant effects of Treatment Condition for both anticipatory (F(1, 30) = 5.81, p < .03) and performance SUDS (F(1, 30) = 10.30, p < .003), with CBGT patients reporting less anxiety in both phases. Patients in both treatments showed significant improvements in their ratings of maximum anxiety and performance quality at posttreatment assessment (p~ < .01), but there were no differences between the two groups. At follow-up, CBGT patients continued to show significant improvement in both ratings, but for ES patients only the pretreatment-to-follow-up change in maximum anxiety remained significant. The analysis of covariance of follow-up maximum anxiety ratings showed significantly greater improvement for CBGT patients (F(1, 30) = 5.41, p < .03). On the 0-100 anxiety scale, CBGT patients averaged 26.26 while ES patients averaged 41.98.
Heart Rate. Patients in both treatment conditions showed significant within-group reductions in heart rate at posttreatment assessment (pk < .03). CBGT patients showed an average reduction of 8.29 beats per minute, ES patients a mean reduction of 11.28 beats per minute. At follow-up, withingroup change remained significant for the ES group (M = 13.73) but not the CBGT group (M = 7.83). ANCOVAs with Measurement Period as a repeated measure failed to reveal significant differences between groups at either assessment point.
Cognitive Assessment. Patients in both conditions showed significant increases in the percentage of listed positive thoughts at both posttreatment and follow-up assessment. Both groups also showed significant decreases in the percentage of listed negative thoughts at posttreatment, but at follow-up assessment this change remained significant only for CBGT patients. No differences between treatments on either measure were noted at posttest. At follow-up, however, CBGT patients reported a greater percentage of positive thoughts and a lesser percentage of negative thoughts than ES patients (P-'s (1, 29) = 4.86, 5.64, p's < .04). CBGT patients reported (adjusted) means of 47% positive thoughts and 22% negative thoughts, while ES patients reported (adjusted) means of 22% positive thoughts and 46% negative thoughts.
CBGT and ES patients did not differ in their response to the SISST. Subjects in both conditions showed significant increases in positive selfstatements at posttest but little change in negative self-statements as measured by the SISST.
Behavioral Measure. Patients in both treatment conditions tended to exhibit fewer behavioral signs of anxiety at posttest (p's < . 10). At followup, this reduction was significant (p < .05) only for ES patients. However, the difference between groups was not significant at either posttest or follow-up.
Correlational Analyses
Pearson product-moment correlations were calculated between change in phobic severity and change in positive and negative self-statement percentage scores derived from the thought-listing task. Pretest-to-follow-up change scores were used in these analyses, and only full-sample results are reported because of sample size restrictions. Change in phobic severity as rated by clinical interviewers was significantly related to both self-statement change measures, although slightly more so for negative self-statements @(32) = .44, p < .005) than positive self-statements (r(32) = -.31, p < .05).
DISCUSSION
The present study examined the effectiveness of a cognitive-behavioral group treatment package for social phobia. The cognitive-behavioral package was found to produce statistically and clinically significant reductions in social phobic anxiety. While other studies (Emmelkamp et al., 1985; Jerremalm et al., 1986; Kanter & Goldfried, 1979 ) have found cognitivebehavioral treatment packages to produce meaningful changes in anxiety, the present findings are significant because CBGT was found to produce results superior on several measures to those achieved by a credible comparison condition.
The ES treatment was developed as a control for therapist attention, treatment credibility, outcome expectation, and other "nonspecific factors" that compete with specific therapeutic procedures as potential agents of change. Preliminary analyses of the rationale for the ES condition (Kennedy & Heimberg, 1986 ) revealed it to be as credible as CBGT and other accepted treatments for social anxiety, and, in fact, ES and CBGT did not differ on any measure of treatment credibility when assessed at either the first or the fourth session. Thus, treatment credibility and outcome expectancy seem to be unlikely explanations for the present results.
In studies comparing theoretically active treatments with placebo-control conditions, it may be expected that both conditions will produce significant change, and this was the case in the present study. ES led to significant withingroup changes on several measures, including the phobic severity rating, SUDS ratings, self-statement scores, and scores on several questionnaires. ES patients demonstrated significant change on heart rate and the TBCL (when assessed at the 6-month follow-up) while CBGT patients did not. However, in no case did the scores of ES patients show significantly greater improvement than those of CBGT patients-all significant between-groups analyses favored CBGT. In addition, ES patients' improvements seemed more fleeting as scores on several measures showed significant change at posttest but not when assessed at the 6-month follow-up, This pattern was evident for CBGT patients on only a single measure (heart rate).
To what may the superior showing of CBGT be attributed? First, we must acknowledge a variable that may have influenced our findings. Although groups of patients were randomly assigned to conditions, CBGT patients were significantly more likely to be currently married and tended to report a higher family income than ES patients. ES patients were more likely to be previously married. Thus, it is possible that the greater improvement evidenced by CBGT patients is related to a difference between conditions in degree of social/emotional/financial support. Unfortunately, this unequal distribution prohibited the use of marital status as an additional independent variable. However, comparisons of single and nonsingle subjects, separately for CBGT and ES, revealed no differences, providing some measure of confidence that marital status was not a confounding variable. Since studies of other anxiety disorders (e.g., agoraphobia; Barlow, O'Brien, & Last, 1984) suggest that spousal involvement in treatment may positively affect outcome, this question bears further examination.
CBGT patients were rated as more improved than ES patients at posttreatment, and this difference remained stable between posttest and follow-up. Examination of other measures that discriminated between groups may suggest some hypotheses to account for this pattern. Patients in both groups exhibited changes in their self-statement patterns over the course of treatment and follow-up (as assessed by the thought-listing task). While betweengroup differences did not achieve significance at posttest, CBGT patients demonstrated greater change on both positive and negative self-statements by the follow-up assessment. Thus, their greater overall improvement appears to be related to cognitive change and may be realted to the continued use of cognitive coping strategies. This hypothesis is consistent with the speculations of Butler (1985) amd Emmelkamp (1982) that cognitive techniques may be of central importance in the treatment of social phobia, but it is not clearly consistent with the findings of previous studies. Butler et al. (1984) found that exposure was significantly aided by the addition of an anxiety management package that included a variety of cognitive coping strategies, but the exposure-alone condition in that study was significantly less credible than the combined package. Biran et al. (1981) and Stravynski, Marks, and Yule (1982) found that cognitive restructuring did not enhance the effectiveness of more strictly behavioral techniques. However, as we noted above, the method of administration of the cognitive techniques may have reduced their effectiveness. Mattick and Peters (1988) have recently reported that cognitive restructuring did enhance the outcome of therapist-assisted exposure in the treatment of severe but specific social phobias (e.g., fears of eating, drinking, or writing in public). Thus, the facilitative role of cognitive techniques in combination with behavioral treatments for social phobia remains an open question. Since the CBGT package included a number of techniques, future research should examine the relative contribution of cognitive restructuring, in-session exposures, and homework assignments for exposure and cognitive coping to the gains achieved by CBGT patients.
If the use of cognitive strategies is, in fact, related to the positive outcome for CBGT patients, a further question arises: How does the use of these strategies mediate anxiety reduction? Does it reduce anxiety by altering patients' constructions of situations or does it exert its effect by facilitating exposure, which then mediates anxiety reduction? While the design of this study does not allow definitive statements, examination of patients' SUDS scores may suggest a possible mechanism. At posttest, the two groups showed different patterns of anticipatory anxiety. CBGT patients maintained a low, stable level of anxiety. ES patients, on the other hand, showed a pattern of escalating anxiety as the assessment simulation approached, maximizing the difference between the two conditions by the end of the anticipatory phase. SUDS ratings for both groups of patients remained stable during the performance phase at a level predictable from their final anticipatory SUDS rating. A similar, but less clear-cut, pattern was demonstrated at follow-up. This pattern would appear to suggest that the difference in anxiety experienced by CBGT and ES patients was evident before their entry into the situation and may be a likely correlate of differences in cognitive constructions.
Several authors (Heimberg, Keller, & Peca-Baker, 1986; Kendall & Korgeski, 1979) have suggested the importance of including cognitive assessment measures in studies of cognitive-behavioral techniques. It is important to show that cognitive techniques result in changes on these measures. It is also important to show that changes on cognitive assessment measures are related to changes in the target behavior. Changes in positive and negative self-statements were significantly related to changes in phobic severity. A number of points are important here. First, since self-statement change was related to improvement regardless of treatment condition, it may be that cognitive change is an important building block for behavior change and that CBGT and ES differed primarily in their ability to instigate cognitive change. Second, previous research has stressed the more central role of reduction of negative self-statements in behavior change (Kendall & Hollon, 1981) . However, while the magnitude of the correlation between changes in positive self-statements and phobic severity was less than the correlation for negative self-statements, this difference was not significant. Third, Schwartz and Garamoni (1986) have suggested that changes in the ratio of positive selfstatements to the sum of positive and negative self-statements (the "statesof-mind" ratio) should be most strongly related to behavior change. However, the correlation of this ratio to change in phobic severity was -.43 (N = 31, p < .05), nearly identical in magnitude to the r between change in phobic severity and negative self-statements alone.
Some of these arguments hinge on the greater changes achieved by CBGT subjects (or improved subjects) on cognitive assessment measures. However, differential change was evident on the thought-listing task but not on the SISST. Inconsistent patterns of results for production and endorsement methods of cognitive assessment have been the rule rather than the exception in recent research (e.g., Glass & Furlong, in press; Myszka, Galassi, & Ware, 1986) . Also, in this study, SISST instructions to report selfstatements after a role-played interaction were modified to refer to an interaction in the subject's recent experience. While this strategy has demonstrated validity (Dodge, Hope, Heimberg, & Becker, 1988) , it has been criticized by the creator of the SISST as less likely to reflect change (Arnkoff & Glass, 1989) .
Anxiety has been conceptual as three loosely related response systemsthe behavioral, physiological, and cognitive/subjective (Lang, 1968) . In the present study, CBGT patients showed their greatest change on cognitive/subjective measures. Behavioral and physiological changes were smaller, more variable, and more inconsistent. In fact, only ES patients showed sig-nificant reductions on both behavioral and physiological measures of anxiety at the follow-up assessment. However, these changes were not reflected in clinicians' ratings or in ES patients' own reports of subjective anxiety. Again, this raises the question of which components of the anxiety response are most related to ratings of patient improvement. In the study by Mattick and Peters (1988) , reductions in fear of negative evaluation were most closely related to patient improvement. While these investigators did not include physiological measures, behavioral scores did not contribute to prediction of outcome.
The unusual pattern of findings for the behavioral measure may have been a statistical artifact. Behavioral scores were generally at the low (nonanxious) end of the possible distribution of scores (0 -180) at pretest assessment (CBGT M = 19.42; ES M = 23.33; all scores <39), and a floor effect may have come into play. While only ES subjects showed significant reductions in TBCL scores from pretest to follow-up, CBGT and ES subjects differed by only 0.43 on this measure at follow-up.
CBGT appears to be a viable treatment for individuals who experience social phobic anxiety. It is more effective than ES on a variety of measures. Future research should consider the following lines of investigation: (a) identification of the effective components of the CBGT package, (b) investigation of the effectiveness of CBGT when administered in group versus individual formats, (c) examination of the effectiveness of CBGT in comparison with other treatment procedures, including applied relaxation training and social skills training, (d) comparison of CBGT to anxiolytic or antidepressant medication, (e) identification of patient characteristics that are predictive of treatment outcome, and (f) examination of the mechanisms by which CBGT results in anxiety reduction.
